Section for the Study of Disease in Children 511 slightly clubbed. Mantoux reaction strongly positive (1 in 1,000 O.T.). White cell count, 17,500 per c.mm. Physical signs are as above, with occasional rales at the right base. The point to be stressed is the extension of the lung process while the child's condition remains good, the temperature being normal. In view of the strongly positive tuberculin test, the diagnosis of epituberculosis seems most likely. An alternative hypothesis that some septic material was inhaled at the time of the tonsillectomy, leading to bronchiectasis, does not altogether fit the facts.
Congenital Morbus Cordis in Two Sisters.-R. W. B. ELLIS, M.D.
Family history.-The father is well and shows no evidence of cardiac disease on clinical examination; he is unrelated to his wife. There is no known case of cardiac disease in his immediate family. Two female children died from pneumonia following whooping-cough (aged 3 years and 1 year respectively) before the birth of the elder patient; there has been one miscarriage. One boy, aged 4, is well, and his heart appears normal on clinical and orthodiagraphic examination. Mrs. K. (the mother of the patients) has had good general health except for severe growing-pains in adolescence. Heart disease was diagnosed on routine examination,when she was 18, and she has," taken things quietly" since then. She has,-however, carried out her ordinary household duties, and has had six pregnancies, without disability. On examination, the area of cardiac dullness is within normal limits, and the apexbeat is found in the fifth interspace in the mid-clavicular line on the left side. There is a loud diastolic murmur heard down the left border of the sternum, and a localized systolic murmur at the level of the fifth left costo-chondral junction.
The pulse is not appreciably collapsing in character; the blood-pressure is 130/75. The Wassermann reaction is negative. An orthodiagram (14.10.32): shows the heart slightly enlarged to the right and to the left. The left ventricle shows a rounded left border. The aorta is a little wide, and shows increased pulsation. The pulmonary arc is slightly full. The left auricle is not enlarged. The changes are similar to those found in aortic incompetence.
The maternal grandmother of the patients, on X-ray examination, showed changes in the heart and aorta, due to a raised blood-pressure (190/115). W. K., a girl, aged 9 years and 6 months. Birth was normal; she was breast-fed. She has never been deeply cyanosed, but tends to become somewhat blue whenever she gets cold or has a severe cough. There has never been marked dyspncea. Except for pertussis and influenza, she has had no acute illnesses, but has had frequent coughs and has been under weight for her age since infancy. She has been emotionally unstable and "fidgety" since four years old (when she was first seen at the London Hospital, 18.10.27), though no definite choreic movements have been observed. The cardiac condition has not altered appreciably since she was first seen.
On examination.-A slender, rather poorly-developed child, weighing 43 lb.
(normal 571 lb.). The apex beat is ill-defined. There is reduplication of the first sound and accentuation of the second sound in the mitral area; the pulmonary second sound is normal. A short rough systolic murmur is heard localized in the second and third interspaces immediately to the right of the sternum, and in the second left interspace. There is no clubbing of the fingers, though the nail-beds usually show a slightly lilac tint. Systolic blood-pressure is 120. Wassermann reaction, negative.
Orthodiagram (fig. 1 , p. 32): Considerable enlargement of the heart, principally to the right. The left ventricle does not appear Ito be enlarged. The right-auricle is greatly enlarged. The pulmonary arc is prominent. The left auricle is probably not enlarged when examined in the Oblique I position with barium in the oesophagus.
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The aortic knuckle is not seen. The aorta is seen on the left of the barium stream (normal). The pedicle is wide, and is prominent to the right.
The radiological findings are consistent with the clinical diagnosis of patent ductus arteriosus.
E. K., a girl, aged 5 years and 3 months. Instrumental delivery; weight at birth 8 lb. Infancy was uneventful except for pneumonia at 3 months of age when the cardiac condition was first noted. Cyanosis was marked at this time, and has recurred frequentlv since then, though it is not consistently present. She has had frequent coughs and recurrent aural discharge, and mastoidectomy was performed two years ago. She has had measles, bronchopneumonia, and pertussis-accompanied by considerable cyanosis-during the past year. She gets out of breath easily on exertion, but in general her health and physical development are better than her sister's. She has been under observation at the London Hospital since January, 1930 (aged 2 years 3 months).
On examination.-A moderately well-developed and nourished child, weighing 32 lb. (normal 37T lb.). There is no clubbing of the fingers, and usually no cyanosis.
The apex beat is visible in the fourth and fifth left intercostal spaces, from half an inch inside to half an inch outside the mid-clavicular line. There is a loud, rough systolic murmur heard all over the precordium, loudest in the second interspace to the left of the sternum. The second pulmonary and second mitral sounds are accentuated. The aorta lies on the left of the barium stream (normal). The retrocardiac space is clear in the Oblique I position.
The radiological findings in this case also are consistent with the clinical diagnosis of patent ductus arteriosus.
(I have to thank Dr. K. H. Tallerman for permission to show these cases, and Dr. William Evans for the reports on the orthodiagrams, and the tracings.)
